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Mr. Chairman and Members of the Society: 
First of all, I should like to express my ap- 
preciation for the privilege and the pleasure 
of addressing your Society this morning and 
participating in your meeting. 

With reference to the subject of my talk 
this morning, I thought, if it was agreeable to 
the Chairman—and I understand that it is— 
that instead of trying to cover in a very 
sketchy, perhaps confusing way, the whole 
subject of endocrinology as applied to gyne- 
ecology, it might be of more practical value to 
you if I selected some one gynecological con- 
dition and discussed that from the standpoint 
of its endocrine aspect. Naturally, I would 
like to suggest, as sort of a compromise, that 
if anyone wishes in the discussion to bring 
up any other question of interest, I shall be 
very happy to have him do so. 

The subject which I thought would appeal 
to a group made up predominantly, I am 
sure, of general practitioners, is that of pri- 
mary dysmenorrhea, an exceedingly common 
and important disorder. Even if you were 
an audience of specialists, I would feel that 
I would not have to apologize for presenting 
this subject, because it is one which gives 
much cause for worry to specialists as well 
as to general practitioners. 

The subject of dysmenorrhea has been dis- 
eussed for over a hundred years. In the pre- 
ceding generation, I don’t suppose there was 
a gynecological program which didn’t in- 
elude some discussion of dysmenorrhea, and 
then it more or less fell into the discard. With 
the development of surgery and the more 
_ spectacular aspects of gynecology, dysmen- 
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orrhea was shoved aside as a sort of minor 
ailment. If you think it is minor, I think 
all you need to do is to ask one of the women 
who suffer from dysmenorrhea. In the aggre- 
gate, I presume that primary dysmenorrhea 
is the cause of more human suffering than all 
the fibroids that ever were, and yet, as I say, 
it had until recently been shoved aside as a 
subject of minor importance to investigators 
in the gynecological field. 

On the other hand, in recent years, there 
has been a revival of interest in primary 
dysmenorrhea, clearly due to certain recent 
investigators in the field of endocrinology 
which appear to have a very direct bearing 
on this problem of primary dysmenorrhea. 
And it is with this particular subject that we 
want first to concern ourselves this morning. 

I don’t think I have to tell you anything 
about the clinical characteristies of primary 
dysmenorrhea, the kind of dysmenorrhea 
which is so frequently found in young women, 
married or unmarried women, with perfectly 
normal organs, women who dread the onset 
of each menstrual period because for two or 
three days before each period, they have 
severe pain, sometimes lasting into the first 
day or two of the flow. 

Normally, the menstruating woman 
shouldn’t have any pain, except sometimes 
a moderate pelvic heaviness and a little 
crampy pain which I think would be consid- 
ered within the realm of normality. As a 


matter of fact, what is dysmenorrhea~and. 


what is normal discomfort is generally set- 
tled by the patient by the degree of incapac- 
ity and suffering which she subjectively feels 
and reports to the doctor. 

So that in a discussion of this subject we 
at once encounter this subjective factor, the 
factor of the patient’s individual psychology. 
Every doctor knows, of course, that a pain 
stimulus which in one patient is perceived as 
merely a moderate discomfort, may, in 
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a patient with greater sensitivity to pain, be 
expressed as severe and agonizing pain. 

As a matter of fact, a distinguished Euro- 
pean gynecologist a few years ago published 
a paper in which he made the statement that 
every case of primary dysmenorrhea is of 
psychogenic origin, a statement to which 
most of us would not subseribe. However, to 
say that the psychogenic factor is not impor- 
tant would be equally untrue, and you can 
understand why it must apply in a certain 
number of cases. There are many ways in 
which psychic trauma of one sort or other 


occurs. In the case of a child who is trained | 


by the mother to look forward to the first 
menstrual period, for example, as a period 
when she is going to be unwell, when she is 
going to have to consider herself a very 
fragile object, when she is going to have to 
coddle herself to an extreme degree, it is a 
very easy transition for such a youngster to 
develop a dysmenorrhea habitus, particularly 
if she is raised in a household where one or 
two sisters, or the mother, go to bed each 
month beeause of dysmenorrhea. It is an al- 
most insensible and rather natural transition. 
So, in the study of cases of primary dysmen- 
orrhea, we can’t overlook this psychogenic 
factor, and I, for one, believe there are cer- 
tain eases of dysmenorrhea in which we can 
virtually talk the patient out of her dysmen- 
orrhea. But to apply this as a universal rule 
would be very, very far-fetched. | 
There are other factors to consider besides 
that of the endocrines, such as the factor of 
the constitutional status of the patient. A 
great many patients with dysmenorrhea can 
be cured without touching the pelvic organs. 
or without any direet therapy, by simply im- 
proving the general level of health. We see 
not infrequently patients who, if:they have 
been working very hard, and not getting the 
proper amount of rest, develop dysmenor. 
rhea, and in some of these, all that is neces- 
sary is, by proper hygienic and recreational 
measures, to build up the patient’s general 
health level and the dysmenorrhea improves 
or disappears. 
In the diseussion of dysmenorrhea there 
has always been a tendency toward general- 
ization. Over a hundred years ago, for ex- 
ample, a very distinguished Scotch gynecolo- 
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gist, Mackenzie, wrote a classical thesis, the 
title of which, in Latin, was ‘‘ Nulla Dysmen- 
orrhea Nisi Obstructiva,’’ or ‘‘No Dysmenor- 
rhea Except Obstructive Dysmenorrhea,’’ 
and that idea has come down to us from way 
back in 1832 and is still a very commonly 
held conception, viz. that dysmenorrhea is 
produced by obstruction in the uterine canal, 
as by sharp kinking of the uterus or ante- 
flexion. 

We have very clear evidence that this is 
not true. Most patients who have severe pri- 
mary dysmenorrhea do not have any obstrue- 
tion of the canal. They do not have any 
anteflexion, and many patients with very 
sharp angulation of the canal do not have 
dysmenorrhea. 

It is possible to attack the problem in a 
simple, experimental fashion. Many years 
ago, for example, we studied a group of cases 
during the throes of dysmenorrhea, women 
who were having severe dysmenorrhea at the 
time of examination. In eases of that sort 
it was usually easy to slip a uterine sound into 
the uterine canal. There would be no ob- 
struction at all, but there would be this 
severe pain. Occasionally, however, a con- 
dition may occur, such as the ball valve type 
of uterine polyp, which chokes the uterine 
eanal and might cause dysmenorrhea. How- 
ever, in the main, the obstructive idea has 
been pretty well abandoned, and the same 
statement applies to a very large extent for 
the idea that dysmenorrhea is necessarily due 
to an underdeveloped uterus. 

People who were taught this many years 
ago find many more so-called ‘‘infantile 
uteri’? than those who haven’t been imbued 
with this idea. Infantile uteri are not nearly 
as common as you might believe from the 
reports of men who subconsciously feel that 
a woman with primary dysmenorrhea should 
have a hypoplastic uterus. As a matter of 
fact, most of the women who have primary 
dysmenorrhea have uteri which are essen- 
tially normal in development, or are perhaps 
only slightly subpubescent, as we say, and 
rather infrequently of the infantile type. 

This brings us, then, to the final category 
of causative factors. Since the early days of 
endocrine enthusiasm all sorts of endocrine 
treatments have been tried for dysmenorrhea, 
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but, of course, none of them were on a sound 
basis. The stimulus to the more recent in- 
terest in the subject comes from certain in- 
vestigations which have been made as to the 
relationship of various endocrine principles 
to the factor of uterine contractility. 

There is much reason to believe that the 
actual pain of primary dysmenorrhea is due 
to exaggerated and painful contractility of 
the uterus. Even now this isn’t as clearly 
understood as we might wish, but it does 
seem that the factor which is responsible for 
the pain is the exaggerated contractility of 
the uterine musculature. 

In recent years, this factor of uterine con- 
tractility has been shown to be under direct 
endocrine control. As you know, the ovary 
gives off the estrogenic hormone, and also the 
corpus luteum hormone, progesterone. One 
of these, the estrogenic hormone, is the factor 
which is responsible for uterine rhythmic 
contractility. Quite a number of years ago, 
Dr. Reynolds and I established this through 
physiological studies. If, for example, kymo- 
graphie studies of uterine contractility are 
made a certain definite rhythmic curve is ob 
tained. If the animal is castrated, the curve 
flattens out, because the uterime contractions 
disappear. If we inject estrogen into the 
castrated animal, we find that the curve will 
be restored. If to this rhythmically contract- 
ing uterus we add progesterone, the curve 
again is flattened out. 

These investigations have been confirmed 
by practically all observers. The ovarian 
factor which is responsible for the rhythmie 
contractility of the uterine musculature is 
the estrogenic hormone of the ovary, the hor- 
mone which is produced by the growing 
Graafian follicles of the ovary. The ovarian 
inhibitor of this contractility is the corpus 
luteum hormone, progesterone. 

You can see at once how we might 
apply this in the management of cases of 
primary dysmenorrhea, if primary dysmenor- 
rhea, as most of us believe, is due to an in- 
creased activity of this uterine musculature. 

In addition to progestrone we found that 
certain other substances also have an inhibit- 
ing effect; especially the hormone principles 
of pregnancy urine, the so-called A. P. L. 
substance, now called the chorionic hormone. 
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In more recent years it has been found, 
also, that the androgenic or male hormone 
principle, in the form of testosterone pro- 
pionate, is likewise an inhibitor. I mention 
these physiological considerations because 
they form the basis of the present-day endo- 
erine approach to the problem of the manage- 
ment of primary dysmenorrhea. 

In a paper published a good many years 
ago, back in the early twenties, I mentioned 
two rather paradoxical facts: One, the fact 
that in cases of certain menstrual disorders in 
which we know we have to deal with a domi- 
nance of the estrogenic principle, and _ per- 
haps a eomplete absence of progesterone, 
there is no pain whatsoever, which sounds 
very, very paradoxical. For example, in the 
common syndrome of functional uterine 
bleeding, in which there is most often a great 
amount of estrogen and no demonstrable pro- 
gesterone, we characteristically find no pain 
whatsoever. 

The second curious thing to me has always 


been the fact that in a very large proportion 


of cases of primary dysmenorrhea, the pa- 
tient has not experienced the dysmenorrhea 


from the very onset of the menstrual fune- 


tion. Frequently she does. But in a surpris- 
ingly large proportion of these cases, if we 
take histories carefully, we find that the pa- 
tient has menstruated for a few months, for 
perhaps a year or a year and a half, without 
any pain, and at the end of that time has de- 
veloped menstrual pain. This was a difficult 
thing to understand until comparatively 
recently. 

Also, if I may quote from another old 
paper of mine—and it was then stated on 
purely theoretical grounds—it does not seem 
to be so much the excessive amount of estro- 
gen that is present, as some sort of imbalance 
between the two hormones. That is why, as 
I will tell you presently, dysmenorrhea is 
seen characteristically in women who have 
both hormones present. 

To put it another way, if they have the 
two hormones present, they must necessarily 
be ovulating, and we can state almost as an 
aphorism, in the light of present-day inves- 
tigations, that the women who have primary 
dysmenorrhea are the women who ovulate. 
You see that that explains some of these ap- 
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parent contradictions which I have men- 
tioned. 

A girl, when she begins to menstruate, in 
a large proportion of the cases doesn’t begin 
to ovulate at onee. Often she does, and she 
may conceive at the first cycle. She may even 
conceive before her first menstrual bieeding, 
for that matter. Those of us who have made 
biopsy studies of young girls know that in a 
considerable number ovulation doesn’t begin 
when menstruation begins. In other words, 
the mere fact that a girl begins to menstruate 
at the age of fourteen doesn’t necessarily 
mean that she can conceive at that time. F're- 
quently she can, but frequently she doesn’t 
begin to ovulate until a good many months or 
perhaps several years later. 

We can prove those things by endometrial 
biopsy, and there is a great deal of other cir- 
cumstantial evidence also that it is the ovulat- 
ing girl who has the pain. If the girl doesn’t 
ovulate, or if she has functional bleeding 
which is simply an ordinary anovulatory 
cycle raised to a higher power, she doesn’t 
have pain. | 

You all have seen many eases of functional 
bleeding in youngsters. You have seen many 
more cases in women approaching the meno- 
pause, the so-called flooding of the . meno- 
pause. Characteristically, these patients do 
not have pain, apparently because they do not 
ovulate. 

The best recent study of the subject has 
been made by Sturgis and Albright of the 
Harvard Medical School in systematic biop- 
sies on these dysmenorrhea patients, confirm- 
ing this point which I have been stressing, 
and which I think is a real advance viz.: that 
the event which makes the dysmenorrhea pos- 
sible is the occurrence of ovulation in that 
eyele. We can’t yet explain what the nature 
of the hormone imbalance is, and why in that 
disturbed balance we are so much more apt 
to have pain than in the cases where the 
estrogenic hormone, as I said before, has the 
field entirely to itself. However, this appears 
to be a fact, and, as I will tell you presently, 
one of the palliative treatments which we use 
in some cases nowadays in the management 
of primary dysmenorrhea is to inhibit ovu- 
lation. 

One other endocrine aspect of dysmenor- 


JANUARY, 1941 


rhea may be mentioned. The estrogenic hor- 
mone is the normal growth hormone of the 
uterus. It is responsible for the growth and 
development of the endometrium throughout 
the eyele, and it is also responsible for the 
growth and development of the uterus as a 
whole. By estrogenic treatment alone we can 
double the size of an animal’s uterus, and 
the estrogenic hormone is sometimes used in 
eases of primary dysmenorrhea in’ which 
there is a hypoplasia of the uterus. As you 
might infer, in those cases the hormone is. 
best given in the earlier part of the cycle, be- 
cause toward the end of the cycle the estro- 
genic hormone might increase the uterine con- 
tractility and exaggerate the pain. 

To come to the question of therapeutics: 
We are now discussing only the endocrine 
aspects. As I have already intimated, this is 
not the whole problem of the management of 
primary dysmenorrhea, but as important ad- 
juvant measures various hormone principles 
may be used. The most rational are those 
which we believe inhibit normal uterine con- 
tractility. Among these are the pregnancy 
urine preparations, preparations which you 
would know commercially as antuitrin S, or 
follutein, or antophysin, or any one of sevy- 
eral other commercial preparations. These 
contain a pituitary-like hormone but not the 
real pituitary sex hormone. That is why 
they are called anterior ‘‘pituitary-like,’’ or 
A. P. L. substances. 

Again we can use the various preparations 
of the corpus luteum hormone because they 
are also, as I have said, inhibitors of contrac- 
tility of the uterus. This includes commer- 
cial preparations such as proluton, or lipolu- 
tion, or progestin, or any one of still others 
I might mention. Most of the commercial 
preparations are very reliable. Or ‘we can 
use the newest treatment of all, with testos- 
terone propionate, because this has an inhibit- 
ing effect on the uterine musculature. In ad- 
dition, while there is still some uncertainty as 
to the exact nature of the effect of the male 
sex hormones upon the female cycle, the evi- 
dence indicates that the male sex principle 
does have an anti-estrogenic effect, particu- 
larly in the first part of the eyele. It inhibits 
the maturation of the follicles, and the estro- 
genic proliferation of the endometrium. It 
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is a sort of antidote or antagonist to the es- 
trogenic principle itself. 

Incidentally, Dr. Hartman in Baltimore 
has found that in the latter part of the cycle 
it has a sort of super-progesterone effect. It 
enhanees the effect of progesterone, which 
would be desirable, also, in the management 
of dysmenorrhea. And finally, as I have al- 
ready said, like progesterone and the preg- 
nancy urine preparations, it has an inhibit- 
ing effect upon uterine contractility, so that 
it has become very popular in the treatment 
of these cases of primary dysmenorrhea. 

The pregnancy urine preparations were 
used first for the simple reason that when 
they were introduced we didn’t have proges- 
terone available for clinical use, and, of 
course, we knew nothing about testosterone. 
We did know that antuitrm S and follu- 
tein and similar pregnancy urime prepara- 
tions have an inhibiting effect on uterine 
muscle. 

It must be admitted that the results were 
not at all brilliant. A certain number of 
eases * were improved, but a great many 
weren’t improved at all. However, it was a 
help, at least, in the endocrine approach to 
this problem. When these pregnancy urine 
preparations are used, their use is generally 
begun only a short time before the usual 
onset of the pain, and, as you probably know, 
doses of 200 to 500 units of the substances 
are given daily. 

When progesterone became available, many 
of us began to use it as an adjuvant in the 
treatment of primary dysmenorrhea. Pro- 
gesterone was used in about the same way as 
the pregnancy urine preparations, as far as 
time was concerned, and in doses varying 
from one to five millligrams daily. This often 
depends, I think we ean honestly say, partly 
upon the patient’s pocketbook, because the 
material is quite expensive. Because of this, 
many content themselves with one milligram 
doses, which are probably too small to affect 
the uterine contractility to a great extent, 
though very gratifying results have been 
reported. 

No one ean claim spectacular results from 
endocrine treatment, but if anyone can sug- 
gest anything better in these days, we would 
all use it. However, after we take cognizance 
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of all the other factors, we are glad to have 
something like these endocrines to help us, 
and in a considerable proportion of. cases, 
great benefit is obtained by the patients. 

More recently, with the increased interest 
in the use of the androgenic principles, such 
as testosterone, in the management of female 
gynecological functional disorders, testoster- 
one propionate preparations have been avail- 
able and widely used, among other things in 
the treatment of primary dysmenorrhea. As 
you know, we now have a number of prepara- 
tions of this hormone readily available, the 
Perandren of the Ciba Corporation, the Ore- 
ton of the Schering Corporation, and the 
Neo-Hombreol of the Roche-Organon Co., all 
reliable preparations, and still others which 
I might mention. 

Testosterone, I think I may say at this 
point, has, in our hands, given better results 
than any other form of endocrine treatment 
of primary dysmenorrhea. It has, as I am 
sure many of you are thinking, one disad- 
vantage: All of you are familiar with the 
fact that a few cases have been reported in 
which the use of testosterone propionate has 
been followed by unpleasant manifestations, 
in the form of hirsutism ot the upper lip; 
and in one or two eases, by a change in voice 
—in other words, masculinization phenomena. 
If that were a common thing, none of us 
would want to handle testosterone. In all of 


these cases, however, the dose was much 


larger than I think should safely be used. In 
most of the reported cases several hundred 
milligrams have been given a month, 300 and 
400 milligrams. I think the dosage should 
rarely exceed fifty milligrams a week, and 
should usually be less. 

In my own work in eases of primary dys- 
menorrhea, ten milligrams are injected intra- 
muscularly twice or three times a week as 
often this seems to be sufficient to accom- 
plish the purpose. Occasionally, for a month 
or so, in a trial effort, fifty milligrams may 
be given twice a week. In my own work, I 
have never seen any masculinization phenom- 
ena. To say that they may not occur would 
be foolish, and we should be on the alert for 
these sequelae. At the first evidence of any- 
thing of this sort the use of the substance 
should be discontinued. | 
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I may say that the unpleasant symptoms 
which have appeared in the few cases which 
have been reported have all been of a tempo- 
rary nature, although they may take several 
months to disappear. We ought to avoid tes- 
tosterone substances in women who have any 
tendency to pigmentation or hirsutism. How- 
ever, in a large number of. cases in which we 
have used this hormone in moderate doses, 
there have been no such unpleasant effects, 
and the results, from the standpoint of relief 
to the patients, have been much better than 
with any other form of organotherapy. 

I have already emphasized the fact that 
primary dysmenorrhea of the sort which we 
are discussing now occurs in ovulating 
women and does not occur in the absence of 
ovulation. Albright and Sturgis in their 
work attempted to inhibit ovulation tempo- 
rarily for the particular cycle, which can be 
done quite readily. In their series it was ac- 
complished by giving estrogenic substances in 
the first portion of the cycle, in adequate 
dosage. 

The plan usually is to give about 10,000 
international units which, roughly speaking, 
would correspond to the 2000 rat units in the 
method of assay which some firms use, very 
early in the cycle, before the sixth day. Ifa 
woman menstruates three or four days, just 
as soon as the flow is over, she is given the 
first injection. If she menstruates six days, 
it is given on the last day or so of the men- 
strual flow. A dose of 10,000 units is in- 
jected every third day, or sometimes every 
other day, until six or seven injections are 
given. 

This dosage of estrogenic substance, as we 
know, has an inhibitory effect upon the 
pituitary, and it checks ovulation for that 
particular month—only for that month, how- 
ever—and the next period is practically al- 
ways painless. I think that this alone is a 
great boon in spite of the temporary nature 
of the relief. If a girl, for example, has had 
. terrific pain month after month, and year 
after year, and can be given just one or two 
free months without pain it tends to get her 
out of the pain groove, as it were. This 
is another addition to the endocrine measures 
we can employ in cases of dysmenorrhea. — 

In conclusion, I would like to stress the 
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fact that anyone who depends upon the endo- 
erines alone in cases of primary dysmenor- 
rhea is sure to come many a cropper, and 
meet very many failures. We have to con- 
sider all the other factors, such as the psycho- 
genic makeup, the constitutional factors, and 
all of the other things which I have men- 
tioned. However, if we do consider those, 
we have in the endocrine therapy of dysmen- 
orrhea which I have mentioned a real help 
in the fundamental management of the dis- 
order. By a combination of general manage- 
ment and the more specific endocrine therapy, 
there are comparatively few cases of primary 
dysmenorrhea which cannot be tided along 
reasonably comfortably, so that we do not 
have to resort to any of the more radical pro- 
eedures which are being vaunted, such as 
sympathectomy. Some time ago I heard a 
general surgeon report eighty sympathecto- 
mies for dysmenorrhea. At that time the sub- 
ject was a rather new one. When one man 
can report eighty sympathectomies for pri- 
mary dysmenorrhea one can be sure that 
he hasn’t taken full advantage of other more 
conservative measures. 

By a properly broad and comprehensive 
study of our eases, by taking into cognizance 
all of the constitutional, psychogenic, and 
other factors which I have discussed, and, in 
addition, by knowing a little something about 
gynecological endocrinology, we can confer 
a great deal of benefit upon a very large 
number of suffering women. 

26 E. Preston Street. 
Discussion 

Dr. Cart H. Davis (Wilmington): Mr. 
Chairman, Dr. Novak: As is usual, when Dr. 
Novak finishes with a subject, there-is very 
little left for anyone else to add. 

However, I do hope that he will take time, 
in his coneluding remarks, to touch upon a 
subject which is of rather vital importance 
to most of the men in practice, and that is, 
with the present status of, organotherapy, 
what types of preparations is the average 
man, dealing with low income groups, justi- 
fied in giving the patient? 


. I would also appreciate his giving us some 
evidence or some statement regarding the 
eost to the patient over a period of time for 
treating the type of dysmenorrhea which 
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he has been discussing. My problem—and I 
know it is the problem of each of you—is to 
get the patients to pay for the endocrine ma- 
terials which I use. When you have, as is the 
case in many teaching clinics, rather large 
amounts of material furnished by pharma- 
ceutical houses for experimental purposes, it 
is undoubtedly possible to get results, while 
for those of us in practice, who either must 
present the treatment and the product to the 
patient, or get a smaller percentage of the pa- 
tients to pay for it and hope we can collect 
enough over a period of time to about break 
even on the products used, it is a difficult 
thing for us to get the type of result which 
ean be obtained under clinic conditions. 

I think that everyone present, Dr. Novak, 
would appreciate your opinion on the present 
status of the endocrine products as far as 
the average man is concerned. 

Dr. VERNA STEVENS (Wilmington): I 
would like to say that it has been a very rare 
privilege to hear Dr. Novak. 

I would like to confine my remarks to a 
question, also: Dr. Novak made the statement 
that lack of development of the uterus had 
probably no part in painful menstruation. . I 
would like to know what his explanation is 
for the well known fact that after parturi- 
tion, or after pregnancy, or even short, par- 
tial pregnancy, painful dysmenorrhea is re- 
lieved. 

Dr. T. FisHerR (Salisbury, Mary- 
land) : It is almost like an unfolding Arabian 
Nights to hear Dr. Novak’s description of the 
wonderful things that go on in the human 
body. 

We are all familiar with the empirical 
statements to use different extracts of ovary. 
In our early training we didn’t know why we 
did it, but we did know certain cases were 
relieved of their symptoms by the use of 
ovarian extracts, corpus luteum. extracts, 
given by mouth. That brought up the ques- 
tion in my mind as to whether or not Dr. 
Novak would approve the use of corpus 
luteum in certain cases to relieve the defici- 
eney of this in the body, which is much more 
reasonable for the patient to procure, and it 


doesn’t require so many hypodermic injec- — 


tions. 
I would also like to ask Dr. Novak, since 
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this ovarian influence on the whole body 
seems to affect organs, what his explanation 
would be of the case of chronic mastitis which 
can be relieved by a_ restoration of the 
ovarian functions to somewhat more of its 
normal type. 

I have had many eases of that in doing sur- 
gery. The first thing we think of is to ampu- 
tate the breast. However, recently I have 
seen cases of treatment directed to the pelvie 
organs. It has been very interesting to me, 
and I would be very interested to know what 
he thinks about it. 

Dr. Novak: Dr. Davis, with his usual per- 
spicacity, has put his finger on a very sore 
spot, the matter of the expense of these prep- 
arations. This in certain cases is prohibitive 
as far as the individual patient is concerned. 

Those of us who are perhaps particularly 
interested in the subject have been a little 
more fortunate. Manufacturers are very 
willing to let us have almost any quantity of 
this material for experimental use. I don’t 
know of any immediate solution of the 
problem of expense except along certain lines; 
for instance, the introduction, not for this 
particular problem, but in the management 
of the menopause, of the use of cheap prep- 


-arations of non-hormonal substances, which 


have typically hormonal effects. I refer par- 
ticularly to the so-called Stilbene derivatives, 
the best example of which is the substance 
which we eall Stilboestrol. Stilboestrol is an 
ordinary chemical, whose structure is not the 
least bit like the estrogens, and yet it has 
more estrogenic potency than any of the nat- 
ural hormones. We have been using it a 
great deal in place of the natural hormones, 
especially in the management of the meno- 
pause. Unfortunately, it is not yet on the 
market, though I think it will soon be. Its 
appearance on the market has been delayed 
by the fact that, as many of you know, it 
possesses a certain amount of toxicity which, © 
however, does not seem to be a very serious 
problem. 

Different observers have noted different de- 
grees of toxicity. In our own work, we have 
observed only about fifteen per cent. Others 
have noted more and one French investigator 
as much as eighty per cent:' However, the 
toxic. effects consist usually only of a little. 
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nausea, vomiting, or feeling of faintness and 
giddiness, disappearing promptly when the 
drug is stopped. So far, at any rate, there 


is no eviderice that even long-continued | 


usage of this non-hormonal substance, with 
such wonderful hormonal effects, has any 
serious effects upon the human being, and I 
think the prospects are that it will soon be 
released for sale. It has now been investi- 
gated for over two years. 

Many hormonal preparations, as you know, 
are now prepared synthetically. It is only 
a question of time when these preparations 
will all be cheaper, but for the present we 
are faced with an economic problem here, as 
in many other walks of life, and the fortunate 
patients are those who can perhaps afford the 
prices. 

Even so, the expense is not nearly as great 
as it was only a comparatively few years ago. 
When theelin was first introduced in_ the 
little twenty-five ampules which we would 
scorn now, a box would cost just as much as 
a 10,000 unit box of ampules costs now— 
twenty-five as compared to 10,000. 

Dr. Stevens mentioned the matter of the 
disappearance of primary dysmenorrhea 
after pregnancy. This does occur frequently, 
but not invariably. 

In a great many cases pregnancy is fol- 
lowed by a readjustment of disturbed gland 
balance or disturbance of a previously nor- 
mal balance. Many endocrine disorders date 
from pregnancy. A great many eases of 
acromegaly or functional bleeding, or 
amenorrhea develop after pregnancy or 
abortion. 

There is a proportion of eases of primary 
dysmenorrhea in which the uterus is under- 
developed and this condition is improved 
after pregnancy. 

Finally, Dr. Fisher asks if it would be pos- 
sible to use corpus luteum by mouth. Within 
the last year or so we have had a preparation, 
a substance called pregnaninolene, which has 
a corpus luteum-like effect when taken by 
mouth. Ordinarily progesterone has prac- 
tically no effect. The oral preparation is ac- 
tive by mouth but only in a very fractional 
way. It does have an inhibitory effect upon 
uterine musculature when taken by mouth. 
It has other effects which progesterone has. 
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However, it is expensive and difficult to ob- 
tain except in small amounts for experimen- 
tal use. For practical purposes, which is what 
you are interested in, it need hardly be dis- 
cussed. | 

Estrogenic substances are also active b 
mouth, as you know, but in a dose which, cor- 
respondingly, must be much greater; prob- 
ably around twenty-five times the hypoder- 
mic dose is required. Estrogenic therapy has 
a much less certain effect when given by 
mouth. 

Most of the estrogenic preparations on the 
market now are reliable. As you know, we 
have a new Federal Pure Food and Drug 
Law. A Federal official told me that he had 
just assayed twenty-six commercial prepara- 
tions of estrogenic substances, and all except 
one were perfectly reliable. They contained 
what they purported to contain. This is 
from an impartial Federal board. I think 
we can say the same thing about the proges- 
terone preparations. 

I hope that Dr. Fisher, when he asked that 
question about the oral administration of 
corpus luteum, didn’t mean the old-time cor- 
pus luteum tablets which have been on the 
market for so many years. It would be inter- 
esting, if we had the time, to trace the de- 
velopment of organotherapy. In the old 
days, for example, in the management of 
menopausal symptoms, there was a great deal 
of discussion and division of opinion among 
gynecologists as to whether ovarian tablets of 
the corpus luteum type had or had not any 
worthwhile effect in the control of menopau- 
sal symptoms. Some said the only effect was 
a psychic one. Others believed that they 
were almost specific. The late Dr. Graves, a 
very distinguished and conservative investi- 
gator, made the statement in one of his arti- 
cles a good many years ago that he looked 
upon corpus luteum in the form of the then 
available tablets as almost a specific in the 
treatment of menopausal symptoms, and yet 
we know now that these tablets contain prac- 
tically none of the active principles. 

Quite a number of manufacturers are still 
putting out any quantity of ovarian and 
corpus luteum tablets, simply because a lot 
of doctors haven’t kept abreast of develop- 
ments, and don’t know that these old tablets 
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contain none of the active principles. There 
really is no justification nowadays for a man 
who wants to use the ovarian principle, to 
use these old, inert tablets when he has avail- 
able estrogenic principles of which we know 
the exact physiological effect. We know their 
exact chemical composition. We know their 
pharmacological effect. We can handle them 
just as we handle any of the better under- 
stood drugs. We can’t always accomplish 
wonders with them any more than we can 
with drugs, but they can be looked upon in 
the same way that we look upon the better 
established drugs. 

Why use the old-time tablets, which can 
be fed to a castrated animal by the handful 
without producing any estrous change, when 
one unit of the follicle hormone in a castrated 
rat will produce typical estrous phenomena. 

The only reason the manufacturers still 
make these old preparations is that there is 
still, unfortunately, a very extensive demand 
for them on the part of doctors. Corpus 
luteum therapy, in the older sense of corpus 
luteum tablets, should be abandoned alto- 
gether. 

Dr. Fisher brought up one more question, 
and that was the question of chronic cystic 
mastitis, which is a very interesting problem 
related closely to the work of gynecologists. 

The explanation which is accepted for 
chronic cystic mastitis is that chronic cystic 
mastitis is due to an excessive estrogenic effect 
upon the breast. The breast undergoes a 
sort of eyele, corresponding to that which we 
find in the pelvie organs, especially the en- 
dometrium. Just as in the endometrium we 
sometimes get too much estrogen producing 
a hyperplastic effect, so in the breast we get 
a sort of hyperplasia of that organ, either of 
the type of simple chronic cystic mastitis, or 
of the adenomatous or proliferative variety. 


In the case of cystic mastitis, you might 
think that since a woman is getting too much 
estrogen, she ought also to have hyperplasia 
of the uterus, but the two very rarely are 
associated. We must always think of two 
‘aetors in interpreting endocrine phenome- 
na, viz.: First, what the endocrine does, and, 
seeondly, the degree of sensitivity of the re- 
cipient tissues. 
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I ean illustrate to you by what is perhaps 
the most striking example. The development 
of a girl’s breast at the time of puberty is 
unquestionably due to the fact that the estro- 
genic function of the ovaries is awakened. 
We can imitate it in the young child by giv- 
ing estrogen. 

The mammary growth of puberty is an es- 
trogenic phenomenon. But sometimes we see 
girls who have enormous hypertrophy of the 
breast, breasts that hang to the knees, the pu- 
beral hypertrophy of children, breasts which 
even have to be amputated in some cases. 
And yet these girls, with these enormous re- 
sponses in the breast, have no other manifes- 
tations of hyperestrogenism. They don’t men- 
struate excessively. They may for that mat- 
ter be amenorrhic. 

The explanation must lie in the fact that 
for some unknown reason the breast of that 
particular girl is unduly sensitive to the es- 
trogenic effect, and that in the same way 
chronic mastitis occurs in many women who 
have no other manifestation of hyperestro- 
genism. For some curious reason the local 
receiving apparatus is a little more sensitive, 
and we get these responses in the breast, 
either, as I say, in the form of simple cystic 
variety, or in the more confusing prolifera- 
tive variety, which is so easily mistaken for 
carcinoma. 


The popular treatment for it has been to 
give estrogen, which has always seemed to 
me to be rather paradoxical and not perhaps 
very rational. In the early days there is no 
question that the treatment as applied with 
the older preparations ovarian was very un- 
sound. 

If estrogenic substances are used, it must 
be in huge doses, enough to inhibit the pitui- 
tary. When the pituitary is inhibited, there 
is decreased production of the estrogenic 
substance. However, this seems to be a 
rather round-about way of doing things. 

Some report good results. Others don’t. If 
one may judge from the recent literature, 
better results are being obtained’ in the case 


of chronic cystic mastitis by giving the andro- 


gens, in the form of testosterone propionate. | 


é 
it 
i" 

We 


10 DELAWARE STATE MEDICAL JOURNAL 


MISCELLANEOUS 
Mississippi Valley Essay Contest 

The Mississippi Valley Medical Society 
offers annually a cash prize of $100, a gold 
medal, and a certificate of award for the best 
unpublished essay on any subject of general 
medical interest (including medical eco- 
nomies) and _ practical value to the general 
practitioner of medicine. Certificates of 
merit may also be granted to the physicians 
whose essays are rated second and third best. 
Contestants must be members of the Ameri- 
can Medical Association who are residents 
of the United States. The winner will be in- 
vited to present his contribution before the 
next annual meeting of the Mississippi Val- 
ley Medical Society at Cedar Rapids, Iowa, 
October 1, 2, 3, 1941, the Society reserving 
the exclusive right to first publish the essay 
in its official publication—The Muississipp 
Valley Medical Journal (incorporating the 
Radiologic Review). All contributions shall 
not exceed 5000 words, be typewritten in 
English in manuscript form, submitted in 
five copies and must be received not later 
than May 1, 1941. The winning essay of the 
1940 contest appears in the January, 1941, 
issue of The Mississippi Valley Medical 
Journal (Quincy, Ill.) Further details may 
be secured from Harold Swanberg, M. D., 
Secretary, 209-224 W. C. U. Building, 
Quincy, Illinois. 


The Van Patten Pharmaceutical Company, 
54 West Illinois Street, Chicago, LIllinois, 
offers a first prize of $1,000, together with 
other prizes to a total of $1,500, for the best 
papers on Vascular Hypertension published 
in any recognized American medical journal 
during the first half of 1941. 

Write a paper and submit it to a medical 
journal. With publication of such paper you 
automatically become eligible for the prize 
awards here announced. 


Federal Government Needs Dental Workers 


The United States Civil Service Commission 
has announced that applications will be received 
for the positions in dental work listed below. 
Vacancies exist in the U. S. Public Health Service, 
Federal Security Agency;~ Veterans’ Administra- 
tion, and War Department. Applicants must 
have completed at least 14 units of high school 
study; otherwise, they must pass a written gen- 
eral test. Other competitors will not be required 
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to report fer a written test. All applicants will be 
rated on their education and experience as shown 
by their applications and corroborative evidence. 

Dental laboratory mechanic and assistant den- 
tal laboratory mechanic. Salaries, $2,000 and 
$1,440 a year, respectively. The duties, general 
laboratory dental work. The requirements, edu- 
cational training or practical experience, or both, 
in mechanical dentistry. 

Dental hygienist, $1,620 a year. The duties, to 
assist dental surgeons in their work in hospitals, 
clinics, and relief stations. Applicants must be 
registered as dental hygienists and have had cer- 
tain experience-.in.dral hygiene in public health 
or school work or in a private dental office. 

Applications will be accepted at the Commis- 
sion’s Washington office not later than February 
3 if received from states east of Colorado and not 
later than February 6, 1941, if received from Colo- 
rado and states westward. The salaries are sub- 
ject to a 3% per cent retirement deduction. 

Further information and application forms may 
be obtained from the Secretary of the Board of 
U. S. Civil Service Examiners at any first or sec- 
ond-class post office, or from the U. S. Civil Ser- 
vice Commission, Washington, D. C. 


Occupational Therapy Aides and Recrea- 


tional Aides Needed by Federal Government 

The United States Civil Service Commission 
has announced that it is accepting applications 
for the positions described below. Applications 
must be on file with the Commission’s Washing- 
ton office not later than February 10 if received 
from states east of Colorado and February 13, 
1941, if received from Colorado and states west- 
ward. Salaries are subject to a 3% per cent re- 
tirement deduction. 

Occupational therapy aide and junior occupa- 
tional therapy aide, salaries—$1,800 and $1,620 a 
year, respectively. Optional branches for the 
full grade position are: (1) Arts and crafts, (2) 
trades and industries, and (3) gardening. The 
duties include administering or assisting in wie 
occupational treatment of patients. 

Recreational aide, salary—$1,800 a year. The 
duties include the planning and direction of 
social and recreational activities of patients. 

Applicants must have had 14 units of high 
school study; otherwise they must pass a written 
general test. Except where this test is necessary, 
competitors will not be required to take a writ- 
ten examination. All applicants will be rated on 
their education and experience as shown in their 
application and by corroborative evidence. Appli- 
cants must not have passed their forty-fifth birth- 
day. This age limit does not apply to veterans 
granted veteran preference, up to retirement age. 

Further information and application forms 
may be obtained from the Secretary of the Board 
of U. S. Civil Service Examiners at any first or 
second-class post office, or from the U. S. Civil 
Service Commission, Washington, D. C. 
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Re: Group Hospirau SERVICE 


The Wilmington Plan is one of the more 
successful plans in the country, and is ren- 
dering a service to the public, the hospitals, 
and the doctors that seems to be appreciated 
by nearly everybody who has any knowledge 
of or experience with the plan. But, from 
time to time, minor attempts have been made 

‘‘chisel in’’ on items not intended to be 
covered. The responsibility for this rests on 
the local profession, and then only upon a 
few shoulders. Apparently this sort of thing 
happens elsewhere, and in elucidation of the 
matter we can do no better than quote the 
statement in The Bulletin of the Medical 
and Chirurgical Faculty of Maryland, for 
November, 1940, as follows: 


RIGHTS BRING RESPONSIBILITIES 


However, the right to make this decision can 
be left with physicians only so long as they rec- 
ognize their attendant responsibilities. These re- 
sponsibilities may be summarized as follows: 


1. 


The decision to admit or not to admit a 
patient to a hospital must be made solely 
on the basis of the patient’s need for gen- 
eral hospital care. 

General hospitals are not intended for pa- 
tients needing only custodial or protracted 
convalescent care. The physician must 
make his decision based upon his own 
knowledge of the needs of the case, nov 
upon the wishes of the patient or his 
family. 

The Plan intends to provide its members 
with hospital care which, in the judgment 
of their physicians, will aid their recovery. 
The Plan does not intend and will be un- 
able to provide hospital care which the 
physician knows to be unnecessary but is 
ordered solely to please the patient. 

The Plan does not intend to provide care 
in hospitals for patients who could be cared 
for just as well in a physician’s office. Often 
physicians have ordered patients admitted 
as bd-patients when the sole purpose of 
admission was to get a G. I. series or an 
E. K. G. at the expense of the Plan. The 
Plan is powerless to stop such action unless 
it interferes with the freedom of the physi- 
cian. Yet, by such actions, one physician 
has taken a patient out of the office of his 
fellow practitioner who is_ prepared to 
handle such cases and has sent the work to 
a hospital where expensive facilities for 
care and supervision are used needlessly. 
Just as important as deciding when a pa- 
tient should be admitted, is deciding when 
he should be discharged. If every patient 
covered by the plan during 1940 stayed one 
day longer in the hospital, the cost to the 
Plan would have been increased $50,000.0u! 
Only the physician can decide when the pa- 
tient will cease to benefit by further hos- 
pital care. Yet if he is to continue to de- 
mand the right to make that decision, he 
must make and announce it fearlessly 
without being swayed by the desires of a 
neurotic patient or a lazy family. 


As your representatives, we have upheld 
the right of physicians to completely control 
the services used by their patients. We are 
only justified in maintaining this position 
af each physician bases his decisions on the 
needs of the patient and not upon what 


seems expedient at the moment. 


| 
| 
3. 
4. 
5. 
| 
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U. S. P. XII—Proposed Changes 


Physicians and pharmacists are invited to 
criticize the “proposed admissions or dele- 
tions, or offer suggestions for other additions 
to the new Pharmacopoeia. Please note that 
a number of additional items proposed for 
admission cannot yet be announced because 
of patent or trademark involvements. These 
will be announced later. 


The list of articles so far proposed by the 
Sub-Committee on Scope for addition to the 
new Pharmacopoeia and also the list of arti- 
cles now official but suggested for exclusion, 
or ‘‘deletion,’’ from the U. S. P. XII are an- 


nounced. 


In addition to the ‘‘ Admissions’’ here list- 


ed, thirty or more substances have been rec- 
ommended for inclusion in the U. 8. P. XII, 
but because of trademark or patent involve- 
ments, the names of these are withheld until 
they have been given further study. Further 


recommendations of the Sub-Committee on 
Scope will be announced from time to time. 


Comments should be sent immediately to 
the General Chairman, E. Fullerton Cook, 
43rd Street and Woodland Avenue, Philadel- 


phia, Pa. 


ARTICLES Not FoRMERLY PHARMACOPOEIAL 
Now RECOMMENDED For U. S. P XII: 


Absorbent 

Absorbent Gauze, Sterile ........ 

Adhesive Absorbent Compress ........ 

Antipneumococcus Serum (the new mono- 
graph to cover all types) ........ 

Calaminae Preparata ........ 

Calcium Mandelate ........ 


Dextrose Solution (for injection 50 per — 
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Dextrose (50 per cent) and Sodium Chlor- 
ide (30 per cent) Solution (for injee- 


Elixir Caradomnii Compositum ........ 
Elixir Iso-Aleoholicum ........ 

Elixir Phenobarbitali ........ 

Elixir Terpini Hydratis ........ 


Ethyl Carbamate ........ 


Gas-gangrene Antitoxin (to include types 


now used) ...... 
Gauze Bandage ........ 
Glyeocoll (Amino Acetic Acid) ........ 


Immune Serum for Scarlet Fever, Hu- 


Immune Serum for Measles, Human ........ 


Immune Globulin (Placenta Extract) Hu- 


Lotio Calaminae ........ 


Lotio Calaminae Phenolata (2 per cent 


Magnesium Trisilicate ........ 
Oleum Hippoglossi (Halibut) ........ 


Picrotoxin Solution (for injection) ........ 
Potassi Chloridum ........ 
Quinine Hydrochloride ........ 


Quinine Hydrochloride with Ethyl Carba- 
mate Solution (for injection) ........ 


Riboflavin ........ 
Ringer’s Solution ........ 


Serums, Dry and Liquid forms authorized for 
all U. S. P. Serums ........ 


‘ 
— 
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Surgical Silk and other Surgical Su- 


Surgical Silk and other Surgical Sutures 
Sterilized ........ 

Syrupus Ammonii Mandelatis ........ 

Syrupus Glycyrrhizae ........ 

Syrupus Rubi Ideaei ........ 

Tabellae Aminopyrinae ........ 

Tetanus Toxoid ........ 

Tetrachloroethylene ........ 

Theobromine with Sodium Acetate ........ 

Totaquinine ........ 


Transfusion Normal Plasma, 


Transfusion Normal Serum, Human........ 


Trichloroethylene ........ 


Vitamin A and D in Oil (Cod Liver Oil 


Zine Peroxide ........ 


THE FOLLOWING ADDITIONAL ITEMS, NEEDED 
AS ‘‘PHARMACEUTIC NECESSITIES,’’ Must BE 
AppED AS NEW ADMISSIONS: 


Compound Spirit of Cardamom ........ 

Oil of Caraway ........ 

Oil of Cardamom ........ 

Raspberry Juice ........ 

Spirit of Bitter Almond ....... 


Tineture of Cudbear ........ 


ARTICLES OFFICIAL IN THE U. S. P. XI Now 
RECOMMENDED FOR DELETION: 


Aeetum Sceillae ........ 

Acidum Aceticum Dilutum ........ 
Acidum Acetyltannicum ........ 

Acidum Sulfuricum Aromaticum ........ 
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Ammonii Bromidum ........ 
Ammonii Salicylas ........ 
Arseni Triiodidum ........ 
Asafoetida ........ 
Bismuthi Subgallas ........ 
Calcii Bromidum ........ 
Caleii Creosotas ........ 

........ 

Capsicum ........ 

Carbo Activatus ........ 
Carbromalum ........ 
Ceratum Cantharidis ........ 


Creosoti Carbonas ........ 


Creosutum ........ 


Dichloramina-T ........ 
Emplastrum Cantharidis ........ 
Emulsum Asafoetidae ........ 


Extractum Cannabis ........ 
Extractum Nucis Vomiecae ........ 


Fluidextractum Bellandonnae 


13 | 
‘ 
ee Albumini Tannas ........ 
Cures Ammonii Benzoas ........ 
— 
Colchici Semen ........ | 
| 
a 
Fluidextractum Cannabis ........ 
Hydrargyri Iodidum Flavum ........ 
Iodoformum ........ 
Liquor Ammonii Acetatis ........ | 
° # 
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Liquor Ferri Chloridi ........ 
Liquor Ferri Tersulfatis ........ 
Magma 
Massa Hydrargyri ........ 
Merbaphenum ........ 


Mistura Opii et Glycyrrhizae Compo- 


Pepsinum 

Pilocarpinae Nitras 

Pilulae Aloes 

Podophyllum 

Potasii Chloras 

Pulvis Ipecacuanhae et Opii ........ 


Pulvis Sennae Compositus 


Sodii Acetas 
Spiritus Aethylis Nitritis 
Spiritus Chloroformi 


Strychninae Nitras 


Sulfonethylmethanum 


Sulfur Lotum 
Syrupus Ferri Iodidi 
Syrupus Scillae 


Tinetura Aconiti ........ 

Tinctura Cantharidis ........ 
Tinetura Capsici ........ 

Tinetura Cinchonae Composita ........ 
Tinetura Colchici Seminis ........ 
Tinectura Ferri Chloridi ........ 
Timetaura Kimo .......-- 

Tinctura Scillae 

Tinetura Valerianae 


Tinetura Veratri Viridis 


Ungentum Gallae 


Valeriana 


Veratum Viride 


Vitamin K 

The Biochemical Research Foundation, 
Newark, Delaware, held its annual biochem- 
ical research lecture on January 8, 1941, in 
Mitchell hall, University of Delaware. The 
lecturer was Dr. Hendrik Dam, Associate 
Professor of Biochemistry, University of 
Copenhagen, who was the discoverer of 
Vitamin K. The subject of the lecture was: 
The Present State of Knowledge of Vita- 
min K. 


OBITUARY 


SAMUEL A. BONNAFFON 


Dr. Samuel Ashton Bonnaffon, 74, retired 
physician of the Pennsylvania Railroad 
Company, who made his home at 1206 Rod- 
ney Street for the past 20 years, died on De- 
cember 28, 1940. 

Dr. Bonnaffon, who practiced only in his 
capacity of industrial physician while in Wil- 
mington, retired about five years ago. He was 
a graduate of Jefferson Medical College in 
1887 and of the University of Pennsylvania 
in 1888. 

He was a member of the Delaware Acad- 
emy of Medicine, the New Castle County 
Medical Society and Medical Society of Dela- 
ware. 

Funeral services and interment were pri- 


- vate. 


| 
| Oleum Santali ........ 
Pancreatinum ........ 
Pyrogaliol ........ 
Quimmsa ........ 
Resina Podophylli ........ 
Santoninum ........ 
Serpentaria ........ 
| 
Herebenum ........ 
Theobromina cum Sodii Salicylate ........ 
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Roger Murray (1941) Wilmington Howard E. LeCates (1943) Delmar 


COMMITTEE ON SCIENTIFIC WORK 


sila J. J. Hynes, Wilmington Stanley Worden, Dover 
C. L., Munson, Wilmington F. A. Hemsath, Wilmington F. I. Hudson, Rehoboth | 
H. V. P. Wilson, Dover D. M. Gay, Wilmington S. M. Berger, Selbyville ; | 
E. L. Stambaugh, Lewes J. W. Butler, Wilmington J. E. Marvel, Laurel | ‘ 
E. M. Krieger, Wilmington G. A. Beatty, Wilmington ' 
COMMITTEE ON PUBLIC POLICY H. V. P. Wilson, Dover D. D. Burch, Wilmington a 
AND LEGISLATION B. Scull, Dover Wilmington 
W. H. Speer, Wilmington 
J. S. MeDaniel, Dover 0. A. James, Milford J. D. Niles, Townsend 
James Beebe, Lewes COMMITTEE ON MEDICAL ECONOMICS 
ashburn, Milfor 
COMMITTEE ON PUBLICATION I. J. MacCollum, Wyoming 
W. E. Bird, Wilmington Ira Burns, Wilmington R. T. LaRue, Wilmington 
M. A. Tarumianz, Farnhurst D. D. Burch, Wilmington COMMITTEE ON CRIMINOLOGIC 
Cc. L. Munson, Wilmington L. J. Rigney, Wilmington INSTITUTES 
W. C. Deakyne, Smyrna J. R. Elliott, Laurel 
COMMITTEE ON MEDICAL EDUCATION A. V. Gilliland, Smyrna M. A. Tarumianz, Farnhurst 
D. T. Davidson, Wilmington CMV . R. W. Comegys, Clayton 
anValkenburgh, Georgetown 
I. J. MacCollum, Wyoming COMMITTEE ON MATERNAL AND 
J. B. Waples, Jr., Georgetown COMMITTEE ON MENTAL HEALTH INFANT MORTALITY 
John Baker, Milford G. Metzler, Bridgeville E. L. Stambaugh, Lewes rT 


W. E, Bird, Wilmington 


O. V. James, Milford ADVISORY COMMITTEE, WOMEN’S AUXILIARY 


R. A. Lynch, Wilmington 
F. Squires, Wilmington ed Worden, Dover 
r Ww. Mayerberg, Dover H. LeCates, ‘Delmar 


REPRESENTATIVE TO THE DELAWARE ACADEMY OF MEDICINE 
W. O. LaMotte, Wilmington 


WOMAN’S AUXILIARY 
Mrs. H. G. BUCKMASTER, President, Wilmington 
Mrs. W. E. Birp, Vice-Pres. for New Castle County, Wilmington Mrs. N. W. Voss, Recording Secretary, Wilmington 
MRs. . J. PRICKETT, Vice-Pres. for Kent County, Smyrna Mrs. F. A. HEMSATH, Corresponding Secretary, Wilmington 
Mrs. W. P. Orr, Vice-Pres. for Sussex County, Lewes Mrs. W. O. LAMOTTE, Treasurer, Wilmington 


COMMITTEE ON NECROLOGY 
R. G. Paynter, Georgetown 
Cc. J. Prickett, Smyrna 
G. W. K. Forrest, Wilmington 


SUSSEX COUNTY MEDICAL 


NEW CASTLE COUNTY MEDICAL 
SOCIETY—1941 


Meets Third Tuesday 

B. M. ALLEN, President, Wilmington. 

W. F. PRESTON, Vice-President, Wil- 
mington. 

HupDIBuRG, Secretary, Wilming- 
on. 

J. MEssiIck, Treasurer, Wilming- 
on. 


Delegates: B. M. Allen, T. H. Baker, 
G. A. Beatty, W. E. Bird, E. M. Bohan, 
Ira Burns, J. J. ag 90 C. H. Davis, 
L. B. Flinn, A. Heck, F. A. 3 
sath, C. L. J. D. Niles, W 
F. Preston, M. A. Tarumianz, G. W. 
Vaughan, N. W. Voss, C. E. Wagner. 

Alternates: D. D. Burch, L. J. 
Jones, J. W. Kerrigan, A. D. King, 
EK. G. Laird, W. W. Lattomus, W. H. 
Lee, C. M. Lowe, J. W. yularoney, Cc. C. 
Neese, J. C. a T. Reardon, 
‘ J. RS, M. F. 
oO. N. B. 8. Vallett, 


Board of Directors: B. M. Allen, 
1941; C. L. Hudiburg, 1941; L. J. 
Jones, 1941; N. W. Voss, 1942; C. E. 
Wagner, 1943. 

Board of Censors: O. 8. Allen, 1941; 
J. A. Shapiro, 1942; E. R. Miller, 1943. 

Program Committee: W. F. Preston, 
B. M. Allen, C. L. Hudiburg. 

Legislation Committee: M. A. Taru- 
mianz, I. M. Flinn, E. R. Miller. 


Membership Committee: L. 8S. Par- 
sons, Roger Murray, A. L. Heck. 

Necrology Committee: G. W. K. 
Forrest, Elizabeth Miller, J. C. Pierson. 

Nomination Committee: L. J. Jones, 
N. W. Voss, C. E. Wagner. 

Audits Committee: W. W. Latto- 
mus, Alex Smith, D. D. Burch. 

Public Relations Committee: L. B. 
Flinn, J. J. Hynes, Grace Swinburne, 
K. G. Laird. 

Economics Committee: W. 

Bird, S. Lumley, L. J. Rigney, 
A. J. Strikol. 


KENT COUNTY MEDICAL 
SOCIETY—1941 
Meets the First Wednesday 
J. B. Baker, President, Milford. 
I. W. MAYERBERG, Vice-President, 
Dover. 
B. F. Burton, JR., Secretary - Treas- 
urer, Dover. 
Delegates: A. V. Gilliland, J. R. 
. P. Wilson 


Alternates: C. Prickett, Ss. M. 
D. Marhall, L. L. Fitchett. 

Censors: S. M. D. Marshall, R. W. 
Comegys, Wm. Marshall Jr. 


DELAWARE ACADEMY OF 
MEDICINE—1941 
Open 10 A. M. to 5 P. M. and 
Meeting Evenings 
LEWIS B. FLINN, President. 
W. F. Preston, First Vice-President. 
J. C. Prerson, Second Vice-President. 
W. F. Preston, Secretary. 
W. H. KRAEMER, Treasurer. 

Board of Directors: 8S. D. Town- 
send, C. M. A. Stine, W. S. Carpenter, 
H. F. duPont, A. L. Bailey, Mrs. 
Ernest du Pont, W. P. Allen, J. K. 
Garrigues. 

DELAWARE PHARMACEUTICAL 

SOCIETY—1941 
ALBERT DOUGHERTY and Harry S. 

KiIGER, Honorary Presidents, Wiil- 

mington. 

WILLIAM F. LONGENDYKE, President, 

Seaford. 

HvuGHETT K. MCDANIEL, First Vice 

President, Dover. 

Epwarp J. EuuioTt, Second Vice 

President, Bridgeville. 

C. Tiauz, Third Vice President, 

Wilmington. 

ALBERT BUNIN, Secretary, Wilmington. 
ALBERT DOUGHERTY, Treasurer, Wil- 
mington. 

Board of Directors: W. F. Longen- 
dyke, Seaford; W. E. Brown, Wilming- 
ton: H. P. ‘Jones, G. W. 
Brittingham, Wilmington ; H. Mor- 
ris, Lewes 

Legislative Committee: Thomas Don- 
aldson, Chairman, Wilmington. 


SOCIETY—1941 
Meets the Second Thursday 
G. M. VAN VALKENBURGH, President, 


Fooxs, Vice President, 


F. I. Hupson, Secretary-Treasurer, 

Rehoboth Beach. 

Delegates: G. V. Wood, H. E. 
LeCates, A. C. Smoot, G. M. Van 
Valkenburgh. 

Alternates: C. M. Moyer, E. L. 
Stambaugh, J. R. — F. I. Hudson. 

Censors: H. LeCates, Bruce 
Barnes, A. C. 

— STATE BOARD OF 

ALTH—1941 

Stanley Worden, M. D., President, 
Dover; Mrs. Charles Warner, Vice- 
President, Wilmington; Bruce Barnes, 
M. D., ‘Secretary, Seaford ; W. H. 
Speer, M. D., Wilmington; Dr. J. BD. 
Niles, Townsend, Del.; J. F. Maguire, 
D. S., Wilmington : Mrs. Elizabeth 
H. Martin, Lewes; rs. Caroline 
Hughes, Middletown; Edwin Cameron, 
M. D., Exec. Secy., Dover. 

DELAWARE STATE DENTAL 

SOCIETY—1941 
ABRAHAM GOBERMAN, President, Wil- 
mington. 
H. First Vice-Pres., Wil- 
mington. 
J. A. Bounps, Second Vice-Pres., 


Laurel. 
J. A. Cassy, Secretary, Wilmington. 
F. M. Hoopss, Treasurer, Wilmington. 
C. F. Prerce, Librarian, Wilmington. 
Delegate to A. D. A.: P. A. Tray- 
nor, Wilmington. 
MEDICAL OF DELAWARE 
Hon. Daniel J. Layton, yew 
J. 8. McDaniel, M. D.; W. . John- 
son, D. 
BOARD OF EXAMINERS, MEDICAL 
SOCIETY OF DELAWARE 
J. S. McDaniel, President and Sec- 
retary; Wm Marshall, Assistant Secre- 
tary; T. H. Davies, O. 8. Allen, W. 
E. Bird. 
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BOOK REVIEW : 


Modern Drug Encyclopedia and Therapeutic 
Guide. By Jacob Gutman, M. D., Phar. D., 
formerly Professor of Materia Medica, College 
of Dentistry, University of the State of New 
Jersey. Second edition. Pp. 1644. Fabricoid. 
Price, $7.00. N ew York: New Modern Druzs, 
1941. 


This work endeavors to present all the 
non-official products that are popular with 
the medical profession, and it seems to do 
just that. Naturally, then, the bulk of the 
text deals with proprietaries, but since many 
of our most valuable present-day official 
preparations—for instance, aspirin and ad- 
renalin—were discovered or originally pro- 
duced by the research laboratories of the 
pharmaceutical manufacturers, one’s library 


JANUARY, 1941 


is not complete without a work such as this. 
So far as we know, this is the only complete 
listing of all the important proprietaries. 


This second edition is completely revised. 
All products that have been withdrawn by 
the manufacturer have been deleted, as well 
as all preparations that had been advertised 
to the laity. This is a step in the right direc- 
tion, and gives this edition a standing that 
the first one lacked. Its encyclopedic char- 
acter is evidenced by the fact that it describes 
11,114 preparations. It is completely in- 
dexed. The work will be kept up to date 
with a quarterly supplement, New Modern 
Drugs, at no additional cost. 

This book, an impartial listing of the ethi- 
eal non-official drugs, fills a definite need. 


SILVER PICRATE 


compound ‘of silver and picric acid. — 
Available in the form of crystals and 
soluble trituration for the preparation 
of solutions; suppositories; water-sol- _ 
uble jelly; and powder for insufflation. — 


| Complete information mailed on request 


+ JOHN WYETH & BROTHER, 


Silver Picrate is a definite crystalline. er 
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